Radiographic Examination. Plain radiography and computed tomography (CT) of the head and neck revealed congenital fusions (classified as Type I of KFS) of C2-C7 and T1-T3 associated with platybasia or basilar invagination (Figures 1A-C, 2A, B) (11) . A three-dimensionally (3D) reconstructed CT of CVJ demonstrated spina bifida occulta from C2 to C7 ( Figure  3A -C). Most notably, CT showed a low-density, calcified, (11) . Radiographic criteria for basilar invagination with dens protrudes >2.5mm (a=8.0mm) above Chamberlain's line between hard palate and opisthion (20) . B) Another criteria with dens protrudes >5.0mm (b=9.8mm) above McGregor's line between hard palate and the lowest point of occiput (20) . Besides, there are two lesions (asterisk and black arrow).
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circumscribed mass lesion (measured as -70~170 Hu) around the foramen magnum. In addition, another lesion (measured as -120 Hu) was found in the upper thoracic spinal canal. CT indicated that the second lesion was likely to be a lipoma (Figure 2A , B).
Magnetic resonance imaging (MRI) revealed one oval intradural mass located in the craniocervical area, measuring 28.6 mm anteroposteriorly and 50.3 mm rostrocaudally. The lesion was heterogeneous and had areas of hyper-, iso, and hypointensity on T1-weighted images and areas of hyperintensity on T2-weighted images ( Figure 4A -C). In addition, multiple small, short T1WI and long T2WI signal lesions were scattered in the brain fissures, subarachnoid spaces and ventricles ( Figure 4A , Figure 5A -D). These lesions were assumed to be fatty droplets derived from spontaneous rupture of the DC ( Figure 5A ).
3D CTA of the vertebral artery (VA) ( Figure 6A -E) demonstrated that the third segment of the right vertebral artery (RVA) had an abnormal course, leaving the transverse foramen of the axis and passing into the foramen magnum below the occipitalized lateral mass of C1; this was classified as a Type I VA at the CVJ with occipitalization of the atlas (42) . The second segment of the left vertebral artery (LVA) was obviously distorted from the osseous fusion of C2-C7. In addition, there was a fenestration of the vertebrobasilar artery.
Surgery. With the use of microsurgical instruments, total resection of the lesion was performed ( Figure 7A-C) . The anterior portion of the lesion was adherent to the dorsal surface of the brainstem, where an inconspicuous cleft was observed, as shown in the preoperative MRI ( Figure 5A ). Next, hydrocortisone was used to extensively irrigate the resection bed, in order to prevent postoperative chemical meningitis. No occipitocervical (OC) fixation or fusion was performed during the surgery. After the successful operation, a postoperative neck collar was prescribed for one month. Postoperative Course. The course was uneventful, and the patient was discharged with no further neurological deficits on the 10 th day after the surgery. 
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A B C years (ranging from 1 to 61 years). Pediatric cases represented 56% of patients, indicating that approximately half of such patients are not diagnosed until adulthood. The follow-up period ranged from 3 months to 6 years among the 17 cases with sufficient information. Tumor recurrence was not reported in these patients during the follow-up period.
Klippel-Feil Syndrome
KFS is associated with the classic triad of a short neck, a low posterior hairline and a limited range of motion of the neck; it is caused by congenital fusion of two or more cervical vertebrae (11, 26) . Analysis of the 25 cases shows that the classic KFS triad is present in 37.5% of patients. The lack of population screening studies has made it impossible to determine the exact incidence and prevalence of KFS (39) . KFS can be classified into three subtypes (11)-type I, II or III:
Type I is defined as having multiple cervical or upper thoracic vertebral fusions;
Type II is defined as having isolated fusions at 1 or 2 cervical interspaces;
Type III is defined as having fusions in the cervical spine combined with lower thoracic or lumbar fusion.
Therefore, the current case was classified as Type I of KFS. As shown in Tables I and II, 
Craniovertebral Junction Anomalies
The bony CVJ can be divided into two components: a central pillar, which consists of the clivus and a central pivot (including the dens and C2 vertebral body), and a bistratal ring around the central pivot. They are the foramen magnum ring superiorly and the atlantal ring inferiorly (29) . Therefore, developmental anomalies at the CVJ can also be classified into those related to the two components. As shown in Tables I and II , atlas assimilation is the most common CVJ anomaly, followed by platybasia, basilar invagination, atlantoaxial dislocation (AAD) and spina bifida occulta. A defect in the posterior arch of C1 also occurred in the present patient.
Mirror Movement
Mirror movement, also known as synkinesia or Kallmann's syndrome (22) , occurs when voluntary movements of one side of the body are copied involuntarily by the other side of the body. This synkinesia manifests as a rare disorder that is usually associated with KFS (31, 35) . It may represent neurological impairment or agenesis of the pyramidal decussation (44), cerebral cortex, corpus callosum, medulla oblongata or spinal cord (31).
To date, however, according to 
Dermoid Cysts
The common view is that there is a focal failure of cleavage between the neuroectoderm and cutaneous ectoderm between the third and fifth weeks of embryogenesis (15, 41) . This results in the incorporation of cutaneous ectoderm, which forms the skin epithelium and all skin appendages, into the neural tube. Additionally, dermoid or epidermoid cysts of the CNS may be produced (4, 10, 34, 37) . The clinical manifestations of DCs are non-specific and insidious, unless rupture occurs (14) . Symptoms in patients with unruptured DCs result from compression of adjacent neurovascular structures. As shown in tables 1 and 2, DC patients were often admitted with signs (41.7%) of elevated intracranial pressure (rICP), in addition to cerebellar signs (33.3%). Rarely, ruptured intracranial DCs could result in dissemination of fatty material into cisterns, producing variable neurological symptoms, such as chemical meningitis (43) , seizures (18) , visual deficits (38), hydrocephalus (14) , transient cerebral ischemia (45) , or no symptoms, just as in our case. Additionally, rupture is usually spontaneous and is due to an increase in the size of the tumor's contents, together with head movements and/or brain pulsations; however, rupture has been reported following head trauma (16, 30) . According to Table II , DCs located in the midline of the posterior fossa were found in 21 cases (84%), DCs extending to the craniocervical junction (including the present case) were found in 3 cases (12%), and a DC in the cerebellar hemisphere was found in one case (4%), showing that the midline of the posterior fossa is the most common site 
